

Enclosure 9 (Annex B Page 1.1)



Enclosure 9 (Annex B Page 1.2)



RCMC-M/RCMC-T Initial Application Checklist SOLDIERS RANK/NAME

NOTE: Signatures and contact information must be included or packet processing will be delayed.

A.  ADMINISTRATIVE DOCUMENTS (Uploaded into DAMPS/OCO-IND)

1. ____ Unit Cover Memo (Annex B, Page 2) 

2. ____ Completed DA Form 4187 (Request for Personnel Action) (must be signed by Soldier) (Annex B, Page 3)  

3. ____ Documentation supporting duty status – as applicable (Unit sign-in roster, orders/amendments/DD 214/DD 220 for RCMC-T or DD 214/DD 220 for RCMC-M)  

4.  ____ DA Form 4856 (Counseling Statement) (Annex B, Page 4)

5.  ____ NGB Form 23B (Retirement Points Accounting Management) (Annex B, Page 5) Must be dated within 30 days of packet submission

6.  ____ Referral Memo (Annex B, Page 6) 

7.  ____ Memorandum of Understanding (Annex B, Enclosure 9)

8.  ____ Validation Memorandum for Senior Leadership (O4 and above / W4 and above / E8 and above) (Annex B, Enclosure 6) 

9.  ____  DA Form 5960 (Authorization to Start, Stop, or Change Basic Allowance for Quarters and/or Variable Housing Allowance)  (Annex B, Enclosure 10)



B.  MEDICAL DOCUMENTS   (indicate location in Annex A, Enclosure 3 - #9 Submission Procedures)  

1.  ____ Minimum Requirements and Criteria for 12301(h) State managed orders (Annex C, Enclosure 1) (Risk Assessment)

2. ____ Statement of Medical Condition (Annex C, Enclosure 2), which includes the following:

             - Current diagnosis and anticipated length of care

             - Medical Provider’s full name, grade, tel.#, email address, street address and other contact information.

3. ____ All supporting medical documentation (indicate location in Annex A, Enclosure 3 - #9 Submission Procedures) 

4. ____ Line of Duty Investigation (LOD)#_______________ (REQUIRED)

5. ____ eCase #________________ (REQUIRED) 

6. ____ Physical Profile(s) (Verify it is completed/Approved/in eProfile)

RCMC-M/RCMC-T Initial Application Checklist SOLDIERS RANK/NAME

C.  To be completed by Soldier’s unit Commander:

1.  Has the Soldier previously appealed, resubmitted or requested an exception to any managed care program?     YES/NO

2.  Is the Soldier currently receiving Incapacitation Pay (INCAP)?  YES / NO

     If Yes, what is the end date of the entitlement? ________________________

3.  Is the Soldier currently on any type of active duty orders?  YES / NO

    If Yes, what type of order? ________________________

4.  Unit Point of Contact (POC) completing this packet (PRINT):

5.  Rank / Name: ____________________________   Phone: ______________________

6.  Email: __________________________________   Job Title: ____________________


IKEEacl ments Menu |

PERSONNEL ACTION
For use of this form, see PAM 600-8; the proponent agency is DCS, G-1.

DATA REQUIRED BY THE PRIVACY ACT OF 1974
AUTHORITY: Title 10, USC, Section 3013, E.O. 9397 (SSN), as amended

PRINCIPAL PURPOSE: To request or record personnel actions for or by Soldiers in accordance with DA PAM 600-8.

ROUTINE USES: The DoD Blanket Routine Uses that appear at the beginning of the Army's compilation of systems of records may
apply to this system.
DISCLOSURE: Voluntary; however failure to provide Social Security Number may result in a delay or error in processing the
request for personnel action.
1. THRU (Include ZIP Code) 2. TO (Include ZIP Code) 3. FROM (Include ZIP Code)
Medical Actions Branch NGB, ATTN: ARNG-HRP-P Your Company Information
Georgia Army National Guard (Medical Actions Team)
1000 Halsey Ave. Bldg 408 111 South George Mason Drive
Marietta, Ga. 30060 Arlington, VA 22204-1382 UIC:
SECTION | - PERSONAL IDENTIFICATION
4. NAME (Last, First, MI) 5. GRADE OR RANK/PMOS/AOC 6. SOCIAL SECURITY NUMBER

SECTION Il - DUTY STATUS CHANGE (AR 600-8-6)

7. The above Soldier's duty status is changed from DRILL STATUS (M-DAY) to

10 USC 1230 (H) effective hours,
SECTION Il - REQUEST FOR PERSONNEL ACTION

8. | request the following action: (Check as appropriate)

Service School (Enl only) Special Forces Training/Assignment Identification Card

ROTC or Reserve Component Duty On-the-Job Training (Enl only) Identification Tags

Volunteering For Oversea Service Retesting in Army Personnel Tests Separate Rations

Ranger Training Reassignment Married Army Couples Leave - Excess/Advance/Outside CONUS

Reassignment Extreme Family Problems Reclassification Change of Name/SSN/DOB

Exchange Reassignment (Enl only) Officer Candidate School Y Other (Specify)

“—!| Volunteer for RCMC-M or RCMC-T
I:l Airborne Training I:l Asgmt of Pers with Exceptional Family Members (type one)
9. SIGNATURE OF SOLDIER (When required) 10. DATE (YYYYMMDD)
SECTION IV - REMARKS (Applies to Sections Il, 1, and V) (Continue on separate sheet)

REQUEST TO VOLUNTEER FOR RCMC-T or RCMC-M (type one)  INITITAL/EXTENSION (type one)

Current Unit: uicC: POC:

Unit Phone: Unit email:

HOR: City: State: Zip:
Home Phonet: Alternate phone#:

Soldiers Mil Email:

Sex: ETS (enlisted): MRD (Officer/WO): PEBD:
SECTION V - CERTIFICATION/APPROVAL/DISAPPROVAL

11. | certify that the duty status change (Section Il) or that the request for personnel action (Section Ill) contained herein -
[ ] HAS BEEN VERIFIED RECOMMEND APPROVAL | |RECOMMEND DISAPPROVAL [ ]IS APPROVED | |IS DISAPPROVED

12. COMMANDER/AUTHORIZED REPRESENTATIVE |13. SIGNATURE 14. DATE (YYYYMMDD)

DA FORM 4187, MAY 2014 SUPERSEDES DA FORM 4187, JAN 2000 Page 1 of 2
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15. NAME OF INDIVIDUAL

16. SSN

ADDENDUM - RECOMMENDATIONS FOR APPROVAL/DISAPPROVAL

AUTHORITY

b. FROM

c. ACTION: [ | APPROVED [ | DISAPPROVED RECOMMEND: [ | APPROVAL [ ] DISAPPROVAL
d. NAME (Last, First, Middle) e. RANK f. DATE (YYYYMMDD)
g. TITLE/POSITION h. SIGNATURE
i. COMMENTS
a TO b. FROM
AUTHORITY
c. ACTION: [ | APPROVED [ | DISAPPROVED RECOMMEND: [ | APPROVAL [ ] DISAPPROVAL
d. NAME (Last, First, Middle) e. RANK f. DATE (YYYYMMDD)
g. TITLE/POSITION h. SIGNATURE
i. COMMENTS
a TO b. FROM
AUTHORITY
c. ACTION: [ | APPROVED [ | DISAPPROVED RECOMMEND: [ | APPROVAL [ ] DISAPPROVAL
d. NAME (Last, First, Middle) e. RANK f. DATE (YYYYMMDD)
g. TITLE/POSITION h. SIGNATURE
i. COMMENTS
a. TO b. FROM
AUTHORITY
c. ACTION: [ | APPROVED [ | DISAPPROVED RECOMMEND: [ | APPROVAL [ ] DISAPPROVAL
d. NAME (Last, First, Middle) e. RANK f. DATE (YYYYMMDD)
g. TITLE/POSITION h. SIGNATURE

i. COMMENTS

DA FORM 4187, MAY 2014

Page 2 of 2
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DEVELOPMENTAL COUNSELING FORM
For use of this form, see ATP 6-22.1; the proponent agency is TRADOC.

DATA REQUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY: 5 USC 301, Departmental Regulations; 10 USC 3013, Secretary of the Army.
PRINCIPAL PURPOSE: To assist leaders in conducting and recording counseling data pertaining to subordinates.
ROUTINE USES: The DoD Blanket Routine Uses set forth at the beginning of the Army's compilation of systems or records notices also
apply to this system.
DISCLOSURE: Disclosure is voluntary.
PART | - ADMINISTRATIVE DATA
Name (Last, First, MI) Rank/Grade Date of Counseling
Organization Name and Title of Counselor

PART Il - BACKGROUND INFORMATION

Purpose of Counseling: (Leader states the reason for the counseling, e.g. Performance/Professional or Event-Oriented counseling, and includes the
leader's facts and observations prior to the counseling.)

The purpose of this counseling is to voluntarily place on 12301h orders to receive medical treatment or evaluation for injuries, illness, or
disease incurred in the line of duty.

PART Ill - SUMMARY OF COUNSELING
Complete this section during or immediately subsequent to counseling.

Key Points of Discussion:
___ 1. This request for RC Managed Care cannot be processed if proper documentation is not provided by me.

2.1 must receive written authorization from TRICARE/MMSO BEFORE obtaining medical treatment from any civilian provider or | will be personally
responsible for any charges incurred.

3. I must report to all medical appointments including physical therapy and examinations. | understand | am not authorized to change, cancel, and/or reschedule my
medical appointments. Failure to do so may result in termination of my active duty orders. First and second missed appointments will result in official counsellings. A
third missed appointment will result in an official reprimand and REFRAD.

4.1 must submit all medical treatment documentation, including the Physician's Statement, EACH MONTH to my case manager. Failure to do so may result in
termination of my active duty orders.

__ 5.1 must comply with all written or verbal physician's orders and understand failure to do so may result in termination of my active duty orders. | understand |
cannot be on Convalescence Leave while on RCMC-T Orders.

6. I understand while | am on 1230 | (h) orders, | will not perform a civilian job or Title 32 duties or missions. | understand | will not attend Military Residence
Courses, civilian education classes or civilian education training during normal duty hours while on RC Managed Care orders.

7.1 have disclosed all medications, known medical diagnosis, and/or medical problems (treated/untreated) to the Case Manager and/or Care Coordinator prior to
signing this form.

8.1 may be required to report to my unit of assignment or closest armory during a regular work week. | can only perform duties within the limitations of my profile
(IA WAR 40-501, Ch 7) and must retain a copy of my profile with me at all times.

9. If determined | have reached "Medical Retention Decision Point", | may be referred to the Physical Disability Evaluation System (PDES) process, which
includes the Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB).

__10. I understand | am participating in the RC Managed Care program on Title 10 orders and | am subject to UCMJ actions.

___11. I may have to repay any monies received if a later determination is made that | was not entitled to cellain benefits.

___12. 1 will not engage in conduct prejudicial to the good order and discipline of my assigned duty site or unit. | will wear appropriate duty uniform as directed.
__13. I will maintain Anny Physical Fitness Training regimen within the limitation of my profile in accordance with TC 3-22-20 (Anny Physical Readiness Training)

and maintain the height and weight standard in accordance with AR 600-9 (The Anny Weight Control Program).
14.1 understand | must use any accrued leave during the dates of this approved Title 10 12301(h) Active Duty period.

OTHER INSTRUCTIONS
This form will be destroyed upon: reassignment (other than rehabilitative transfers), separation at ETS, or upon retirement. For separation requirements
and notification of loss of benefits/consequences see local directives and AR 635-200.
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Plan of Action (Outlines actions that the subordinate will do after the counseling session to reach the agreed upon goal(s). The actions must be
specific enough to modify or maintain the subordinate's behavior and include a specified time line for implementation and assessment (Part IV below)
AS THE INDIVIDUAL MAKING THE CLAIM, | UNDERSTAND | AM RESPONSIBLE FOR THE ACCURACY OF THE INFORMATION PROVIDED. | ALSO
UNDERSTAND FAILURE TO FULFILL THE ABOVE REQUIREMENTS MAY RESULT IN TERMINATION OF MY ENTITLEMENTS TO PAY,

ALLOWANCES, AND MEDICAL CARE FOR THIS DISABILITY. THE PENALTY FOR WILLFULLY MAKING A FALSE CLAIM IS A MAXIMUM FINE OF
$10,000, IMPRISONMENT FOR FIVE (5) YEARS, OR BOTH.

Point of contact (POC) for this action is Rank/Name:

Session Closing: (The leader summarizes the key points of the session and checks if the subordinate understands the plan of action. The subordinate
agrees/disagrees and provides remarks if appropriate.)

Individual counseled: |:| | agree |:| disagree with the information above.
Individual counseled remarks:

Signature of Individual Counseled: Date:

Leader Responsibilities: (Leader's responsibilities in implementing the plan of action.)

Signature of Counselor: Date:

PART IV - ASSESSMENT OF THE PLAN OF ACTION

Assessment: (Did the plan of action achieve the desired results? This section is completed by both the leader and the individual counseled and
provides useful information for follow-up counseling.)

Counselor: Individual Counseled: Date of
Assessment: _

Note: Both the counselor and the individual counseled should retain a record of the counseling.

DA FORM 4856, JUL 2014 Page 2 of 2
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RCMC-M/T Medical Provider’s Statement (ONLY NEEDED FOR AN EXTENSION REQUEST)

 

Last, First, I ______________________________________



The above named Soldier will need an extension to complete RC Managed Care process.  Soldier’s plan requires an additional _____ days of care



Specific plan of care indicated below. 



Extend in RC Managed Care program based on one of the plan of care/prognosis/timeline indicated below:



(Y or N) Soldier has not met MRDP but will most likely meet Retention Standard (circle one). REFRAD process will begin on or about___________ (insert date).  



(Y or N) Soldier has not met MRDP and will most likely not meet Retention Standard (circle one).  Soldier will be referred to the MEB on or about __________ (insert date).



(Y or N) Soldier has met Medical Retention Decision Point (MRDP) and meets Retention Standards (circle one).



Soldier has met MRDP or does not meet Retention Standard (circle one).  If not, the Soldier will be referred to MEB on or about____________ (insert date). 



Soldier is currently in the MEB and will most likely be referred to the PEB on or about ___________ (insert date). 



 Supporting documents are located __________________________





Primary Care Provider Information:

Name (print) _____________________________________

Telephone Number:  _______________________________



State Surgeon or Deputy State Surgeon:

Signature:  ____________________________________________________________ 

Name (print): __________________________________________________________

Telephone Number: ________________________________________

Email: ________________________________________________@mail.mil





Note:  If medical provider determines that the Soldier’s care will extend beyond the initial order he/she may use this form to request an extension.  Form must be sent to ARNG-HRP no later than the 150th day of the Soldier’s treatment plan.


Enclosure 10 (Annex C Page 1)

Minimum Medical Requirements and Criteria



Soldiers Rank/Name



REQUIREMENTS:

1 and 2 must be YES; 3 and 4 must be NO to proceed to Criteria    YES       NO



1)  Does the soldier have an approved LOD? 		



2)  Is the soldier’s medical condition manageable

 within a 6 month time frame?   



3)  Does the Soldier require Convalescence Leave?



4) Is the Soldier being treated for or currently have 

a behavioral health diagnosis?  



CRITERIA:

 Must have at least 2 NO responses for approval                          YES       NO



1)   Has the soldier been released from a WTU/CBWTU

 in the last 6 months?     

              

2)   Is there an indication or confirmation of drug or

alcohol abuse or misuse?

 

3)   Is the soldier receiving or been rated for disability

compensation?



4)   Has the soldier shown a history of noncompliance

to medical evaluations or treatment in the past 6 months?


Enclosure 10 (Annex C Page 2)

RCMC-M/RCMC-T Statement of Medical Condition and Treatment Plan 



OFFICE SYMBOL                                                                                                                        DATE





Physician please note: This document will be reviewed by Board Members who are Health Care Providers 

This document must be typed or legibly written. 





Soldier’s Name: _______________________________ Last Four SSN: __________





Provider (Print Name):__________________________________________________

Current Medical Diagnosis/Diagnoses: _____________________________________

ICD-9 codes for each diagnosis or condition: ________________________________





Management Plan: 



Provide a detailed current treatment plan for each diagnosis, including non-invasive care, surgical options, and physical therapy with frequency and length of sessions, estimated duration and end date. 



For conditions without a firm diagnosis, please provide recommended diagnostic studies and time frame to complete. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Prognosis for Recovery (Provide for each diagnosis)  

______________________________________________________________________

______________________________________________________________________ ______________________________________________________________________



Date Return to Duty with Physical Limitations: ______________________                Date Return to Full Duty: _______________________________________    





Attending Physician’s Full Name: ___________________________________________

Grade or Rank, if applicable: ______________________________________________

Contact information: _____________________________________________________



Signature:  ______________________________________        Date:  ___________

